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“With its high cure-rate (97%), lack of 
toxicity, ease of administration, and 
simplicity of dosage, we regard ‘Pripsen’ 
as, at present, the remedy of choice for 
enterobiasis.”’ 

“The doses of piperazine were less than 
half those hitherto used in seven days’ 
treatment, and there were no toxic 
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Lancet, 1960, 1, 256 
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WRAPPED 
STERILISED DRESSINGS 


—guard against infection 


All Elastoplast Dressings for the Medical Profession in bulk 
packs and First Aid Outfits are now available individually 
wrapped and sterilised. Sterilised Elastoplast Dressings are 
a further protection against the ever present threat of infection. 
These dressings are indicated for patients, medical and nurs- 
ing staftf—and open up new possibilities in the treatment of 
minor injuries. 


Elastoplast 


Elastoplast Dressings, individually wrapped and sterilised, are available as follows: | 


BULK PACKS First Ald Outfit No. 1 First Aid Outfit No. 2 | 
6 Standard Sizes 
100 dressings ineach 

14 ins. x ¢ in. 48 dressings 14 Ins. x in. 24 dressings 14 ins. x §j In. 

24 ins. x In. 48 24 ins. x in. 24 24 ins. x In. 

3 ins. x in. 48 3 ins. x in. 18 3 ins. x in. 

14 ins. x 14 Ins. 18 - 14 ins. x 14 Ins. 

24 ins. x 14 Ins. 18 - 2} ins. x 1$ Ins. 

3 ins. x 2 ins. 18 ” 3 ins. x 2 ins 

All are available in Fabric, Waterproof and Airstrip. 
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Nurses from Overseas 


IT Is WIDELY KNOWN that a large proportion of student nurses 
in this country come from overseas, some from countries within 
the Commonwealth, others from countries which have no link 
with the British Crown. Because the General Nursing Councils 
admit any student nurse to their registers without taking cog- 
nizance of race, creed or colour, and because of our traditional 
hospitality to those from other lands, no one knows exactly 
what proportion of nurses in training are not citizens of the 
United Kingdom. 

There are reasons for believing that the proportion is too 
high to be entirely satisfactory, cither to ourselves as a nation, 
or to those who come from overseas to this country to train. 
For a nation to be unable to undertake the nursing of its own 
sick is a disturbing sign, a sign of a lack of responsibility. Even 
in an era of full employment there is an innate sense of service 
in many young people which often could and should be cana- 
lized into our national nursing service. 

Those from overseas may come to train in this country be- 
cause their educational attainments are below those needed 
for entering nurse training in their own countries. If they 
manage to become State registered in the United Kingdom, 
they may find it difficult and even impossible to obtain em- 
ployment on return to their homelands either in hospital or 
the public health field, either because of dissimilarity in train- 
ing or because their basic educational qualifications do not 
satisfy requirements. This is hardly fair to the individual who 
has been trained and granted a professional qualification in 


The new Altnagelvin Hospital is provided with the latest 
oxygen and anaesthetic equipment. Two miles of pipelines 
distribute oxygen, nitrous oxide, compressed air and vacuum 
to more than 210 points. The theatres are provided with the 
latest type of Boyle’s machine of which one is pictured above. 


this country; it also detracts from the prestige of British 
nursing. 

Applications from overseas girls to train here should not be 
considered without an interview (if the applicant is already in 
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this country) or without sponsorship from a recognized body. 
Unless they are adequately educated and equipped, student 
nurses from overseas may well contribute to the national 
wastage figure of 47 per cent.; and the girls themselves become 
unhappy, homesick and feel that they are failures. 

No doubt there have been many times when, owing to the 
pressing need for ‘pairs of hands’, student nurses have been 
admitted against the better judgement of the matron and 
principal tutor. But this in itself sets up a vicious circle, for a 
hospital in which more than half the trainees have been re- 
cruited from overseas is less likely to attract British girls. 

As a nation we recognize that we owe a great debt to our 
overseas student nurses; we rely upon them so much for nur- 
sing our own people and we are glad to prepare suitably spon- 
sored students who, because they come through official chan- 
nels, are likely when qualified to have no difficulty in finding 
nursing employment on their return home. But we also have a 
responsibility for the standard of British nursing, and we must 
make sure that nothing is done to detract from the high regard 
in which it is held in other parts of the world. 
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New Synthetic Penicillin 


A NEW ANTIBIOTIC, active against staphylococci 
resistant to known penicillins, is described in last week’s 
British Medical Journal. Known as BRL 1241, it has 
been developed by the Beecham Research Laboratories 
where it has been given the name Celbenin. One of the 
many clinical trials of the drug was carried out.at Guy’s 
Hospital. Thirteen patients infected with Staphylo- 
coccus aureus resistant to penicillin and other anti- 
biotics were treated with the new drug. It was success- 
ful in eradicating staphylococci in all cases and no 
serious toxic effects were encountered. Its effectiveness 
is due to its resistance to the enzyme penicillinase pro- 
duced by the organisms. This enzyme destroys ordinary 
penicillin before the drug can kill the bacteria. The 
new drug is now being made on a pilot plant scale. 


Shortage of Doctors? 


‘SHORTAGE OF NURSES is a familiar cry; now we must 
expect a shortage of doctors in about five years’ time, 
according to a highly statistical and closely reasoned 
article in The Lancet. The reduction in the number of 
places in the medical schools of the universities, follow- 
ing the recommendations of the Willink Committee in 
1957, will automatically produce a smaller number of 
doctors qualifying in a few years’ time. The authors 
who sound this warning note are Professor Frangois 
Lafitte, professor of social policy and administration, 
and Professor John R. Squire, professor of experimental 
pathology—both of Birmingham University. They 
declare that forecasts of the number of doctors needed 
in the future were based on wrong estimates of popula- 
tion figures and social trends. They call for a ‘fresh and 
searching inquiry’ and suggest that the present 12,000 
medical students should be increased to 15,000 if a 
crisis is to be avoided during the next decade. 


Double Loss to Medicine 


As WE GO TO PRESS comes sad news of the deaths— 
both due to road accidents—of two distinguished medical 
personalities: Sir Gordon Gordon-Taylor, the celebra- 
ted surgeon, and Dr. Marjory W. Warren, consulting 
physician to the geriatric unit, West Middlesex Hos- 
pital, who was killed while motoring on the continent. 
She had been at the West Middlesex Hospital since 
1926 and had held her present appointment for over 
10 years; her pioneering work in geriatrics has 
won wide and deserved renown. Her sudden and tragic 
death is a great loss in this important and expanding 
branch of medicine. Sir Gordon Gordon-Taylor, 
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News and Comment 


K.B.E., has died in The Middlesex Hospital (of which 
he was a former consultant surgeon) as a result of his 
injuries, at the age of 82. He will go down to medica] 
history as a leading abdominal surgeon and in particu. 
lar for his work in connection with war wounds, 


WHO in the Congo 


ACCORDING to the latest WHO reports, there are now 
enough medical and nursing personnel in the Congo to 
staff all provincial as well as the main district hospitals, 
even if the 100 or so remaining Belgian doctors were to 
leave. There are 25 medical teams from 23 countries 
working in the Congo, co-ordinated by WHO adminis. 
trators. There have been small outbreaks of smallpox 
and plague in Kasai province and in the Lac Albert 
area, but these appeared to be under control at the 
end of August. 


WHO Fellowship 


Miss D. L. HALL, regional nursing officer, Birmingham 
RHB, awarded a World Health Organization fellow- 
ship to study progressive patient care in the United 
States, will leave this country on September 17, return- 
ing about November 12. It is felt that this study is of 
special importance to Birmingham as the new hospital 
for Coventry is being planned on the concept of inten- 
sive and non-intensive care units. 


Amenity Beds in Scotland 


SCOTTISH HOSPITAL BOARDS are being asked to ensure 
that as far as possible all their hospitals have some 
amenity beds available wherever there is a demand. 
The Department of Health for Scotland stresses, how- 
ever, that, as in the past, willingness to pay for an 
amenity bed will not entitle the patient to earlier 
admission to hospital, and that admissions will continue 
to be determined by medical priorities. When not 
required on medical grounds, beds in single rooms or 
small wards may be made available to patients willing 
to pay for the enjoyment of more privacy. 


Professor Grundy joins WHO 


THE WORLD HEALTH ORGANIZATION has announced 
the appointment of a new assistant director-general. 
He is Professor Fred Grundy, professor of preventive 
medicine in the Welsh National School of Medicine, 
and well known to public health nurses in this country 
as the able chairman of the health visitor training com- 
mittee of the Royal Society of Health. He is also vice- 
chairman of the standing conference of health visitor 
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Senior nursing staff attending the WHO 
in nursing administration at St. 
Anne's College, Oxford, enjoyed a visit to 
Soke Mandeville Hospital. Miss M. 7. 
Tobin, matron, organized the tour and 
Dr. L. Guttmann gave a survey of the 
National Spinal Injuries Centre, of which 
ly is director. The visitors, many of them 
‘tal matrons, came from Austria, 
Germany, Switzerland, Italy, Portugal, 
Yugoslavia, Czechoslovakia, Greece and 
the Netherlands. 


training centres and a prey me = of the Royal 
College of Midwives. As the fourth assistant director- 
general, Professor Grundy will be responsible for the 
divisions of Public Health Services, of Health Protec- 
tion and Promotion, and of Education and Training. 


The Barnsley Report 


THE MINISTER OF HEALTH has appointed a committee 
of two to inquire into the dispute between Sheffield 
RHB and Barnsley HMC over the dismissal of Miss 
Mary Burns as matron of St. Helen Hospital, Barnsley 
(see this page, June 7 and August 5). The committee 
consists of Mr. C. Scholefield, g.c., and Mrs. I. Graham- 
Bryce, who are to report to the Minister. The hearing 
is likely to be in Barnsley, in early October. 


British Association Meetings 
A nuMBER of health topics were discussed at the 
British Association meetings in Cardiff this week. The 
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psychology section discussed home care for the mentally 
ill, and Dr. K. Rawnsley, of the Medical Research 
Council’s scientific staff, suggested that a hospital 
patient may be unvisited by his relatives for a number 
of reasons. In a survey carried out in Glamorgan it had 
been found that a quarter of the unvisited patients had 
relatives willing to offer them a home. 


Oral Polio Vaccine 


THE NEW ORAL live-virus poliomyelitis vaccine, de- 
veloped by Dr. Albert Sabin, has been officially ap- 
proved for use in the United States and the US public 
health service expect to license its manufacture next 
spring. It is hoped that its use, in conjunction with the 
Salk, dead-virus vaccine, administered by injection, will 
eliminate polio epidemics in the USA. Tests of the Sabin 
oral vaccine began in this country in April but the re- 
sults are not expected to be made known by the Medical 
Research Council for another four or five months. 


News from the Royal College of Midwives 


PLANS ARE BEING CONSIDERED by the Royal College of 

Midwives for instituting research on human relation- 

ships as applied to the practice of their profession, and 

inspired by discussions at the conference ‘Human 

Relationships in the Care of Mother and Baby’ held at 

_ earlier this year (see Nursing Times, July 8, page 
). 

It was suggested at the annual general meeting 
of the RCM that this subject should find a place in the 
pupil midwife’s training, and recently the education 
committee has proposed the formation of an ad hoc 
committee to draft terms of reference for the research 
project. 

This proposal was agreed at the July Council meeting 
at which it was also reported that Dr. Neville Butler 
anticipated that the preliminary report of the perinatal 
mortality survey would be published during the year. 
Dr. Butler had expressed his appreciation of the help of 
midwives throughout the country in completing the 
questionnaires. 


The College’s appeal for World Refugee Year has 
raised the splendid sum of £3,923 15s. 11d. 

The Council agreed to the raising of the annual sub- 
scription to £2 2s. and it was reported that during the 
previous quarter 483 new members had been recruited 
through the branches and 16 through headquarters, 
and that 49 pupil midwives had joined the pupil mid- 
wives section. 

The six representatives on the Staff Side of the 
Nurses and Midwives Whitley Council were re- 
appointed for a further year—Miss E. Carter, Miss 
G. Clayton, Miss J. Ferlie, Miss E. F. Gore, Mr. G. T. 
Milne, Miss A. Wood. 

The next annual general meeting of the Royal Col- 
lege of Midwives is to be held at Bristol on June 8 and 
9, 1961. 

The Council learned with pleasure that the Pope had 
agreed to address the midwives assembled in Rome for 
the forthcoming congress of the International Confed- 
eration of Midwives. 
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HAZARDS OF MEDICAL PROCEDUREs 


2. The Unconscious Patient 


C. ALLAN BIRCH, M.D., F.R.C.P., 
Physician, Chase Farm Hospital, Enfield 


whatever its cause. The duration may be short, as 

in a fainting attack or fit, or more prolonged, in 
which case it is called coma. Every unconscious patient 
presents a serious nursing problem quite apart from the 
specific treatment needed (as in diabetic coma) to 
bring him back to normal. All that happens to the 
patient while he is comatose is in the hands of someone 
else. The nurse should therefore be fully aware not only 
of what she can do to help the patient but also of how 
she can avoid harming him. 


C nate UNCONSCIOUSNESS is an emergency in itself, 


Inhalation of Stomach Contents 


Very often it is necessary to wash out the stomach of 


a comatose patient in order to remove some poison. 
The procedure may be hazardous to patient and doctor 
or nurse. If the coma is not deep the patient may bite 


the nurse’s finger and so it is a wise precaution always. 


to use a gag or wedge to keep the mouth open while the 
tube is being passed. 

The danger to the patient stems from the fact that 
his cough reflex is absent. The ‘laryngeal watch-dog’ is 
asleep and food or fluid may get past it into the lungs. 
Acid gastric juice is irritant and can cause a severe 
inflammatory reaction in the lungs. So vomiting in the 
unconscious patient can be very dangerous. 

If stomach contents are inhaled the best treatment 
is prompt aspiration of the trachea and bronchi through 
a bronchoscope, but it must be done quickly and before 
inflammation has spread through the lung. If broncho- 
scopic aid is not available then 
postural drainage may be tried. 

During anaesthesia there may 
be slight vomiting and inhala- 
tion of gastric contents which is 
overlooked. After an interval of 
several hours the patient may 
become very ill with cyanosis 
and dyspnoea. This is particu- 
larly apt to occur during anaes- 
thesia for some obstetric opera- 
tions. The reason is thought to 
be that the pregnant patient at 
full term produces hormones in 
the placenta which can stimu- 
late the adrenal glands. When 
the placenta is delivered this 
source of hormones is gone and 
the patient may not respond to 


Inhalation of vomit, the swallowing of a Ryle’s tube 

and the rupture of a mercury bougie are among the 

misfortunes which may befall an unconscious patient. 

The nurse faces similar problems in the care of the 

premature baby, for although he is not unconscious, 
his reflexes are poorly developed. 


the stress caused by the inhaled vomit. Acute adrenal 
insufficiency results and the patient may die. This is the 
theory, and it is supported by the fact that these patients 
may be saved by giving cortisone in addition to using 
the other measures already discussed. 

Anaesthetists are careful to empty the stomach by 
tube before emergency anaesthesia. A Senoran’s 
evacuator is a useful device for this purpose. When for 
some reason this cannot be done an injection of apo- 
morphine, 3.2 mg. (gr. 2's), may be given into a vein. 
This will induce vomiting but is not often used because 
it causes great prostration. It might be used when a 
patient had swallowed poisonous berries too big to 
come up the stomach tube. 


Stomach Tubes 


When an attempt is made to pass a stomach tube it 
may fail to enter the oesophagus because of spasm and 
go into the larynx where, if there is no cough reflex, 
it is not rejected. Of course, the fact that the tube is in 
the trachea can be detected by holding the end of the 
tube against the eye or by put- 
ting it under water, when the 
escape of air on expiration 3 
easily observed. If this test is not 
done and fluid is poured down 
the tube it is possible for the 
comatose patient to be quickly 
drowned. 

Even if the tube is correctly 
: placed in the oesophagus this is 
no guarantee that all will be 
well for fluid may be regurgi- 
tated along the outside of the 
tube and enter the lungs. The 
only safe way of washing out 
the stomach of the unconscious 
patient is to do it with the 


Senoran’s evacuator. 
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Gastric lavage on an operating table. A. Stomach tube. B. Large 
safety pin in wall of tube. C. Gag. D. Sucker tube. E.. Tongue 
forceps. F. Electric sucker. 
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Gastric lavage, showing the proper position of the patient. The 
head must be lower than the rest of the patient. A. Stomach tube. 
B. Safety pin in wall of tube. C. Gag. 


{From Emergencies in Medical Practice, by courtesy E. X S. Livingstone Ltd.] 


patient’s head lower than his stomach. In this position 
any fluid which might enter the larynx will run out. 
The head-down position can easily be achieved in 
hospital by putting the patient in this position on an 
operating table. Alternatively, he may be placed prone 
on a couch with his head over the end and a pillow 
under his pelvis. In a well-equipped hospital the help 
of a skilled anaesthetist may be called on and he will 
be able to use special oesophageal and endotracheal 
tubes with cuffs which can be inflated. These will 
prevent regurgitation around the oesophageal tube and 
entry of fluid into the trachea. 

Other emergencies to do with tubes in the oesophagus 
may arise occasionally. Nurses frequently pass Ryle’s 
tubes into the stomach and it is possible for the strap- 
ping which attaches the tube to the face to become loose 
and for the whole tube to be swallowed. Do not be too 
alarmed, for the patient will not be in immediate 
danger. In fact the greatest risk is that someone will 
operate on him too soon. The patient should be given 
ample time to pass the tube through his bowel. If it 
oes not pass it is wise to X-ray the abdomen immediately 
before the operation lest the tube should have moved on 


at the last. minute. 

Very occasionally a mercury bougie used to dilate an 
oesophageal stricture or cardiospasm (achalasia of the 
cardia) has ruptured so that mercury has entered the 
stomach. This causes alarm but it is not dangerous, 
for mercury poisoning does not result from metallic 
mercury when the lining to the bowel is intact. 


The Premature Baby 


In recent years risks to the premature baby akin to 
the ones already discussed have been recognized, for 
although the baby is not unconscious he has poor 
sucking, swallowing and coughing reflexes. He is there- 
fore prone to spill-over of milk feeds from the oesophagus 
to the trachea. Many premature babies have died in the 
first three days of life from overzealous attempts to feed 
them. This knowledge has led to the present method of 
prolonging the initial starvation period in premature 
babies for 70 hours or more. Feeds are not given until 
sucking movements are evident and until the napkin 
has been dry for 24 hours. 

Premature babies who cannot suck or swallow have 
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CASE STUDY COMPETITION 
Ist Prize Prizes are offered for the best case 
5 guineas studies submitted by nurses in train- 
ing, showing evidence of personal ob- 
2nd prize servation, nursing care and thought 
4 guineas for the patient. 
Entries, with this coupon, should be sent to the Editor, 
Nursing Times, Macmillan and Co. Ltd., St. Martin’s 
Street, London, W.C.2, by Friday, September 16. 


to be fed by oesophageal tube. The passage of the tube 
is an expert job and should only be undertaken by a 
skilled nurse. When the skilled nurse has a day off it is 
safer if the infant is given a day off too, if no one skilled 
in tube feeding is available. 

Lastly, it must be remembered that any patient who 
cannot swallow properly for any cause is in the same 
position as those we have been considering, and is 
especially vulnerable to foreign matter entering his 
lungs. Thus a patient with bulbar paralysis is apt to 
develop an abscess in his lung. 
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‘Better Health’ 


The monthly magazine of the Central Council fo 
Health Education, Better Health, has recently undergone 
a change in format. It has been recast to give it ap 
essentially practical appeal, particularly to mothers, a 
a guide to family health. 

Better Health costs only 4d. monthly and contains 
articles written simply by medical authorities, doctory 
answers to readers’ questions, and personal stories to 
help in the teaching of health. Pull-out booklets have 
also been introduced such as the ‘Holiday Health’ book 
in the July issue—these fold up conveniently to fit into 
a woman’s handbag. 

This magazine which can be bought at bookstalls js 
bought in bulk by local authorities and distributed 
through Maternity and Child Welfare Clinics, schook 
and homes where the health visitor calls; copies are also 
supplied regularly to hospitals and general practitioner 
as a public health department service for waiting 
rooms. 


TALKING POINT 


WHAT Is THE POINT of publishing in this journal, week 
after week, ‘Today’s Drugs’? Now this question is not 
asked, as you might suppose, because we don’t think 
readers ever look at them, but to clarify in our own 
minds (our editorial minds, that is) just why we 
do it. 

It all started because a member of our staff claims to 
be asked frequently by friends and relations about 
various drugs that come on the market. (This, I hasten 
to add, does not happen to me; my friends assume I 
know nothing at all about drugs.) Could we not, one 
assistant editor asked, publish information about drugs 
as soon as they appeared on the market, so that unsus- 
pecting nurses, administering little white pills, could 
turn to the Nursing Times to see what effects they were 
supposed to have. This produced a hot debate on the 
responsibilities of nurses in relation to drugs and even- 
tually we referred the problem to the editor for her final 
decision. 

Her theory was that we should not, and indeed could 
not, interpose our views (or indeed the views of the drug 
manufacturers, who can hardly be described as dis- 
interested) between person and person in internal hos- 
pital communications. The people to ask about the little 
white pills were the doctors who prescribed them; for 
further information, the hospital pharmacist should be 
approached. ‘What, then’ said someone innocently, 
‘is the point of publishing ““Today’s Drugs”’ at all?’ 
One could almost see the editor’s cerebrations. Finally 
the answer came, and, in view of the fact that the editor 
can hardly have administered anything stronger than 
an aspirin to anyone for several years, I must say that it 


struck me as fairly reasonable. 

In the teaching of materia medica, the tutor must start 
from scratch, back among the foxgloves and the pop 
pies. Time-tested medicaments, their dosages, dangen 
and measurements, must all be taught as a basis and 
background. Even to get up to the sulphonamide 
around 1934 takes quite a time in the syllabus and ther 
the antibiotics, which are legion, and the hypotensive 
drugs, must be coped with. But all this time, while the 
student nurses are gaining a foundation of males 
medica, they are also administering, in the wards, newe! 
and more elaborate pharmacological preparations. 

The idea, then, of publishing “Today’s Drugs’, is tha 
the tutors and ward sisters can make a file, alphabeticd 
or otherwise, of drugs that have been assessed in larg 
clinical trials, by a panel of doctors engaged by tht 
British Medical Fournal to give independent views of tht 
efficiency, dangers and side-effects of drugs in daily ust 
‘Today’s Drugs’ may, indeed, have been product 
yesterday, and may go on being used tomorrow. Bul 
this feature is not, nor was it ever intended to be (th 
editor says), an up-to-the-minute news item of ever 
drug as it appears on the market. It is supposed to ™ 
an adjunct to the tutor’s background teaching ‘ 
materia medica. | 

Well, that’s the editor’s story, and she says she 
sticking to it. But I sometimes wonder whether, 
actual fact, the tutors and ward sisters do cut out ‘Tt 
day’s Drugs’ and put them in a file for reference. NM 
we can’t print them with an advertisement on the back 
you'll just have to cut up the copy. 


WRANGLE 
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Status Asthmaticus 


BRYAN BROOM, M.B., 
Medical Registrar, Atkinson Morley’s Hospital, London 


meaning ‘breathe hard’. The term ‘bronchial 

asthma’ implies a recurrent and reversible narrow- 
ing of the bronchioles which is associated with muscular 
spasm of the bronchial wall, swelling of the bronchial 
mucous membrane and the excessive secretion of very 
thick, sticky sputum. 

In the normal person, inspiration is produced by the 
concerted action of all the muscles of respiration, 
whereas expiration is largely a result of the passive 
relaxation of the act of inspiration. In bronchial 
asthma, there is progressive obstruction of the airflow 
through the bronchial tree which tends to accentuate 
the difficulty of expiration, the patient breathing in 
more forcefully and breathing out with increasing diffi- 
culty. The passage of air through the narrowed bron- 
chial tubes produces the typical high-pitched wheeze 
of bronchial asthma. 

There are a number of causes of bronchial asthma: 
infective, allergic and psychological factors predomi- 
nate; often more than one of these factors will be found 
either to predispose the patient towards, or actually to 
precipitate, an ‘attack of asthma’. 


Diagnosis 

An episode of bronchial asthma which is not relieved 
by the application of the patient’s usual remedy, or 
failing that, the administration of subcutaneous adre- 
naline (1 in 1,000), may be called status asthmaticus. 
The patient suffering from this severe exacerbation of 
the asthmatic process should be admitted to hospital. 

The diagnosis of status asthmaticus usually presents 
no difficulty, for the patient is seen and heard to be 
wheezing and the chest is in a position of uncomfortably 
forced inspiration with laboured and_ prolonged 
attempts at expiration. The patient is invariably dis- 
tressed, tends to keep relatively still, and may be 
cyanosed. If cyanosis is present, it is always initially 
warm*, owing to deficient oxygenation of the blood. The 
cough, if active, is short, ineffectual and attended by 
much effort which succeeds only in producing a com- 
paratively small quantity of very thick sticky sputum. 


T WORD ‘ASTHMA’ is derived from the Greek word 


*Warm cyanosis: due to peripheral vasodilation caused by diminished 
pulmonary oxygenation of the blood. Cold cyanosis: due to peripheral 
vasoconstriction caused by diminished peripheral blood flow, from whatever 


cause, 
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MEDICINE 


The patient in status asthmaticus needs prompt and 
skilful treatment. Subcutaneous adrenaline will usually 
abort an attack, but in grave cases a tracheotomy or 
continuous anaesthesia may be necessary, while 
steroid therapy has time to exert its effect. 


Differential Diagnoses 


The three differential diagnoses to that of status 
asthmaticus are cardiac asthma, an exacerbation of 
cor pulmonale and tracheal, or main bronchial, ob- 
struction. 

Any chronic chest disease, but usually chronic bron- 
chitis or bronchial asthma, tends to produce repeated 
narrowing of the bronchioles, infection and resultant 
fibrosis which decrease the aeration of, and the circu- 
lation in, the lungs. These events throw a progressive 
strain on the right side of the heart which increases in 
size in response to the extra work required to force the 
blood into the lungs; oedema occurs and the heart may 
ultimately fail. The above process is known as chronic 
cor pulmonale, which is often initiated or exacerbated 
by an infective or asthmatic episode. 

Cardiac asthma is the forerunner of failure of the left 
side of the heart, from whatever cause, to clear the 
blood from the lungs and distribute it to the rest of the 
body. The lungs are waterlogged with pulmonary 
oedema, the patient is restless, the respirations are 
shallow, the cough is bubbly and pronounced and the 
sputum is frothy and plentiful. There is no especial 
difficulty with expiration and if cyanosis is present it 
may be cold, owing to deficient peripheral circulation. 

Chronic cor pulmonale tends to produce a mixture of 
the features of bronchial asthma and cardiac asthma, 
with both bronchospasm and pulmonary oedema play- 
ing relatively minor roles when compared with the heart 
failure, and often the pneumonia, that they accompany. 
A history of chronic chest disease is invariable, cyanosis 
is pronounced and initially warm, clubbing of the 
fingers is common and the sputum is purulent. 

Obstruction of the trachea or main bronchi will give 
noisy difficulty in breathing, but the noise is shrill and 
harsh (stridor) in tracheal obstruction and in main 
bronchial obstruction the wheeze is localized on one 
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side of the chest. In both these forms of respiratory 
obstruction the difficulty in breathing is equally pro- 
nounced in both phases of respiration, and in bronchial 
obstruction the affected side of the chest will be seen 
to move less well than the normal side. 


Treatment of Status Asthmaticus 


Having diagnosed the presence of status asthmaticus, 
one must consider its treatment which may involve, 


especially in the older patient, the management of 


associated heart failure or chest infection. 

The treatment of any disease must always be thought 
of along the following lines. 

Preventive. The adequate treatment of any chest infec- 
tion, the correct management of emotional, occupa- 
tional and social factors and the intelligent and per- 
sistent use of physiotherapy and breathing exercises are 
essential. Attempts to desensitize the patient to specific 
allergic factors, by the use of skin tests, may be tried. 

Empirical treatment is that which is found to be 
effective, but about the precise mode of action of which 
there is doubt. Such treatment is often beneficial in all 
stages of bronchial asthma, and a variety of patent 
medicines and pocket inhalers may be found to be 
helpful by the individual patient, and should not 
initially be ignored by the doctor or nurse. 


Specific treatment will almost invariably abort an 
attack of status asthmaticus, if promptly and correctly 
administered. There is no substitute for the early and 
adequate use of subcutaneous adrenaline solution (1 in 
1,000). Most textbooks state that the correct dosage is 
one minim a minute until the attack is relieved, compli- 
cations ensue, or further treatment is necessary. Side- 
effects are relatively unimportant; the attack will often 
only resolve after five or more millilitres of subcutaneous 
1 in 1,000 adrenaline have been given, and further 
treatment should not normally be necessary, unless 
there are complicating factors such as chest infection or 
heart failure. Adrenaline has a specific dilator action 
on the bronchi, and its timely use prevents the excessive 
inflammatory swelling and secretion from the bronchial 


A pocket inhaler may be found helpful by the individual patient. 
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mucous membrane which soon make the breathing 
progressively more difficult and less effective. 

The placing of a 15 mg. tablet of isopropylnoradre. 
naline (isoprenaline) under the tongue to dissolve may 
prove helpful. The intravenous injection of 0.5 ¢ 
aminophylline is useful, especially in those cases where 
cardiac involvement seems probable. 

It must be stressed that an attack of status asthmati. 
cus should be terminated without undue delay, If 
status asthmaticus persists despite the above measures, 
intramuscular cortisone, 100 mg. eight-hourly, or 
prednisone, 20 mg. eight-hourly, should be given. This 
steroid therapy is specific in damping down the inflam. 
matory swelling and secretion which relentlessly follow 
the initial bronchospasm. 


Antibiotics Should be Given 


It is wise to give antibiotics, such as_ penicillin, 
| mega unit twice daily, and sulphadimidine, | g, 
six-hourly, or streptomycin, 0.5 g. twice daily. Chest 
infection is so commonly a provoking cause, and 
often the result, of persistent status asthmaticus. The 
patient should be asked carefully about any allergic 
tendencies, especially towards penicillin. 

Associated heart failure will demand treatment with 
digoxin, 0.5 mg. twice daily, to improve the heart 
action. Mersalyl, 2 ml., on alternate days, and a low- 
salt diet, will help to eliminate the excessive body water 
retained as a result of deficient circulation. 

Morphia must never be given to any patient suffer- 
ing from bronchial asthma, or a chronic productive 
cough and increasing breathlessness, who suddenly 
becomes more breathless. Respiratory depression and 
death may sometimes result. 

Any sputum must be sent to the laboratory for a 
report on the organisms present and their sensitivity to 
antibiotics. 

The cough is liable to be extremely difficult and un- 
productive and, although very desirable, is not likely 
to become effective until specific measures have started 
to relax the bronchospasm and allow the very thick 
mucus to be expectorated. 


Signs of a Serious State 


The persistence of a temperature of over 100°F., a 
pulse of over 100 or a respiratory rate of over 30, 
signify serious status asthmaticus. A systolic blood 
pressure of below 100 mm. mercury indicates collapse 
to be imminent, with respiratory and circulatory 
failure. 

The presence of cyanosis is an urgent sign that ob- 
struction of the bronchial tree has occurred to the extent 
that insufficient oxygen is reaching the lungs. The 
administration of oxygen may be beneficial, but often 
increases the patient’s sense of suffocation and does not 
relieve the progressive cause of the deficient oxygena 
tion, which must be dealt with all the more vigorously. 
In grave cases, bronchoscopy is needed to aspirate the 
exceptionally thick sputum that is making adequate 
respiration impossible. It may even be necessary 1 
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consider a tracheotomy or the administration of 


continuous anaesthesia, while steroid therapy has time 
to exert its effect. The author has had some success 
with continuous anaesthesia using a cuffed Magill tube 


and a Boyle’s anaesthetic machine, allied to the use of 


the enzyme trypsin as a flushing agent to wash the 
bronchial tree and make effective aspiration possible. 


Supportive and Symptomatic Treatment 


The nurse is the person most directly and personally 
concerned with the treatment of the hospital patient. 
She should be capable of a sympathetic understanding 
of the patient’s particular emotional, social and medical 
problems and show a quiet confidence that the treat- 
ment will relieve the patient’s suffering. ‘The ill patient 
is highly suggestible, and good treatment, like a good 
meal, depends as much for its effect on how it is served 
as upon any other single factor. The patient seized with 
an oppressive sense of suffocation is apt to be frightened, 
and as a consequence may well be either hostile and 
aggressive or cowed into a state of apathetic resignation. 


AN EFFICIENT and convenient method of continuous drainage 
of the bladder has long presented a nursing difficulty. A 
sterile polythene bag, manufactured in Sweden and obtain- 
able in England, is one of the most recent and satisfactory 


answers to this problem. 


Approximately two yards of polythene tubing are con- 
tinuous with the bag which is graduated for measurement. 
In use, the sealed end of the tubing is snipped with sterile 
scissors and attached, via the glass connection, to the self- 


retaining catheter, which is already in place. 


The bag can conveniently be hung on a metal holder, 
fixed to the side of the bed or patient’s chair by two per- 


forations in the top corners. 


Cotton bags are useful as a cover, making the contents of 
the Uribag less obvious should the counterpane fail to hide 


it, 


M. K, WILMSHURST, S.C.M, 


The Uribag is in regular use 
at Dunoran Home, Bickley, 
Kent, of which Miss Wilms- 
hurst is matron. It costs Is. 5d. 
and can be obtained in England 
Srom the Genito-Urinary Co. 
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The recognition, and formation, of the patient's appro- 
priate emotional reactions is the chief task of the nurse, 
which is as rewarding as it may be difficult. 


Psychotherapy 


Psychotherapy is, in essence, good nursing. Sedation 
is often very desirable, and 10 ml. intramuscular 
paraldehyde, or 50 mg. chlorpromazine (Largactil), 
and 50 mg. promethazine (Phenergan), may be given 
up to six-hourly in the severe attack of status asth- 
maticus associated with marked distress. 


Rehabilitation and Convalescence 


A chest X-ray must be taken when the acute attack 
of status asthmaticus has passed or, if it persists, to 
exclude underlying chest disease, especially infection. 

Bronchial asthma is a chronic and recurrent con- 
dition, and the patient must be shown how to help 
himself or herself along the lines indicated under 
preventive treatment. 


EQUIPMENT 


THE URIBAG 


Greater certainty of asepsis is ensured by this 
efficient drainage bag which also avoids the incon- 
venience of Winchester bottles and jars onthe floor. 
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PATHOLOGICAL LABORATORY REPORTs 


Blood Groups and Blood Transfusion 


I, M. P. DAWSON, M.A., M.D., M.R.C.P., Reader in Pathology, University of London; 


Hon. Consultant Pathologist, Westminster Hospital, London 


LOOD IS A DANGEROUS LIQUID, and the only way to 
Bei mishaps, which may be fatal in transfusion 

work, is with the exercise of extreme care by all con- 
cerned. A brief account of the principles which under- 
lie a hospital transfusion service—details differ from 
hospital to hospital—and some of the other uses of blood 
groups may therefore not be out of place. 

To explain the principle on which blood group 
systems are classified requires an elementary knowledge 
of genetics. Each nucleated cell in the body, except the 
ova and spermatozoa, contains 23 pairs of chromosomes. 
On each chromosome are many sites or /oct, each occu- 
pied by a gene which determines one particular factor 
in development. As the chromosomes are paired, so are 
the genes, so that each factor in development is con- 
trolled not by a single gene but by a pair acting to- 
gether (Fig. 1). Each member of the pair must control 
the same factor, for example, eye colour, but need not 
be identical with its fellow; one gene might influence 
the development of brown eyes, the other of blue 
(Fig. 2). Sometimes there 


are three or more possible | > Siam 

genes of which any two may _— | , 
be present. | 

Fig. 1. Purely diagrammatic repre- 3 
sentation of a chromosomal pair show- -ih = 

ing the first five pairs of loci numbered. | Pa S- | 

The paired genes at 1-2, 2-2, 3-3, etc. —_ | 
must each govern the same factor in Wav ww 

development. 


—— 
Brown — —]— | Brown 
(Blue) — 


NAA IAAA 


Fig. 2. Purely diagrammatic representation of a single pair of loci. Two 
identical genes (Brown, Brown) are present, one at each locus, governing, 
say, eye colour. Either could be substituted by genes Blue-Blue as shown in 
brackets, but not by genes controlling anything other than eye colour. 


When the two genes present at a pair of loci are not 


_ the same, (for instance, a gene for brown eyes and a 


gene for blue), it often happens that one is stronger than 
the other, and so comes out or expresses itself in the 
individual and is then called dominant; in the example 
given above if brown were a dominant gene, then an 


The most common use of blood grouping techniques is 

to ensure that blood intended for transfusion will be 

safe for the patient to whom it is administered. How- 

ever, these techniques are also of use in cases of dis- 

puted paternity and for advising parents in cases of 

Rhesus incompatibility. Dr. Dawson outlines the 
scientific bases for all these uses. 


individual who, at the paired loci concerned with eye 
colour, had a brown and a blue gene, would have brown 
eyes; if brown and blue were equally dominant, then 
the eye colour would be mixed or hazel.* 

With this knowledge we can discuss the systems of 
blood grouping, but a further short explanation is 
needed to explain the need for cross-matching. Blood 
group substances in human red cells can act as antigens, 
which means that they can induce the formation of 
antibodies if they are introduced into the circulation of 
another human of a different blood group as happens 
when a transfusion is given. In addition to any induced 
antibodies, there are, in nearly all of us, naturally oc- 
curring antibodies. These antibodies, whether natural 
or induced, unite with the red cells from the donor and 
either clump or agglutinate them or make them readily 
destroyable. This means that not only does the trans- 
fusion render the patient no benefit, but the effects of 
agglutinating or destroying large numbers of red cells 
rapidly in the circulation may be serious or fatal. When 
blood is given the cells of the giver or donor must not 
be agglutinated and destroyed by antibodies in the 
recipient. To secure this, we need to know the blood 
groups of donor and recipient and to have a direct test 
or cross-match between the donor’s cells and the re- 
cipient’s serum in which the antibodies lie. 


ABO System 


A large number of blood group systems are known 
but the two of greatest importance are the ABO and 
Rhesus systems. In the ABO system there are three 
genes, A, B and O, any of which may occur at either 
place in the single pair of loci in this system, to give the 
possible combinations AA, AB, AO, BB, BO, OO 


* Eye colour is used for example only: in fact it is governed by a large 
number of genes rather than by a simple pair as suggested here. 
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A B 

(Fig. 3.). Both A and B are dominant over O, and there- 
fore people of group AO or BO appear on testing to be 
of goup A or B. Aand B are equally dominant and 
when both are present the individual is group AB: for 
group O the O gene must be present at both loci (OO). 
Naturally-occurring antibodies to groups A and B, 
known as anti-A and anti-B, are also present. 

Naturally no one can have an antibody to blood cells 
of his own group, but we find that all people of group 
A have an antibody to group B (anti-B) and all of group 
B to group A (anti-A). Group O people have both anti- 
A and anti-B, while group AB people have no natural 
antibodies; since an anti-O does not occur naturally. 
This means that people of group O can, in theory, give 
transfusions to anyone, since no one has natural anti- 
bodies to O; they can receive only from other group O 
donors since they have antibodies to groups A and B: 
it is for this reason that group O blood is used for emer- 
gencies when there is no time for grouping or cross- 
matching. 


Rhesus System 


In the Rhesus system in its simplest form there are 
three adjacent pairs of loci labelled CDE. Each of these 
may be occupied by one of two genes classified by 
capital (CDE) or small (cde) letters; thus the ‘top’ pair 
of loci may be CC, Cc or cc, the ‘middle’ DD, Dd, or 
dd and the ‘bottom’ EE, Ee, or ee (Fig. 4.). In each, the 
capital letter denotes a dominant gene so that people 
who are Dd will appear to be D and not d, just as people 
who are AO appear to be A and not O. All those who 
have the gene D, either as DD or Dd are called Rhesus 
positive; those with little d only, which must be in the 
form dd, are Rhesus negative. There are no natural anti- 
bodies to the Rhesus antigens, but the introduction of 
red cells of a different Rhesus group into a patient may 
lead to the production of anti- 
bodies. This is particularly liable 


AB O 


1111 


Fig. 3. Diagrammatic representation showing 

all the arrangements possible for the three 

genes A, B, O at a single pair of loci. Since 

A and B are dominant to O, groups AO and 
BO appear as A and B respectively. 


patient, and may lead to serious 
reactions if more Rhesus-positive 
blood is given later. 

Blood for grouping and cross- 
matching should consist of two 
specimens: a few drops in saline for grouping, 
and 5-10 ml. clotted for cross-matching. It should be 
labelled with the patient’s Christian names, surname 
and date and year of birth. The ABO and Rhesus groups 
are then determined in duplicate, using the patient’s 
cells, and serum obtained from patients who have high 
concentrations of active A and B antibodies in their 
serum. The presence or absence of the D group is also 
looked for, and the patient recorded as being Rhesus- 
positive or negative. 


For Transfusion 


If blood is required for transfusion a bottle is selected 
of the same ABO and Rhesus group as the patient if 
possible. Sometimes complete agreement is impossible 
because of shortage of supplies; and one may then use 
group O blood for an A or B patient, or Rhesus-nega- 
tive blood for a Rhesus-positive patient, since in prac- 
tice groups O or dd rarely give rise to antibody forma- 
tion in the recipient. Cells from the chosen bottles are 
then set up against serum from the recipient and agglu- 
tination is looked for. Sometimes an antibody may be 
present in the recipient which sticks to the donor red 
cells but does not agglutinate them and so cannot be 
seen under the microscope: a special test called the in- 
direct Coombs’ test detects such an antibody, and this 
is done as routine in all cross-matches. Finally the blood 
is carefully labelled with the name and ward of the 
patient, checked for expiry date and labelled that it is 
compatible with the patient’s blood. It is then placed 
in the hospital’s side of the blood bank ready for use. 

Blood is usually collected from the refrigerator by a 
nurse, and it is her responsibility to see that the name 
on the bottle label is identical with that of the patient 
for whom it is destined, and that the form of compati- 
bility is signed. If the blood group or Rhesus factor as 


to happen if the blood of a Rhesus- | 

positive donor (DD or Dd) is 1 oe 

give to a Rhesus-negative (dd) Corc 

| |Eore 

Fig. 4. Diagrammatic representation showing , 

m the left the arrangement of CDE, cde, genes “4 

on the chromosomes at three adjacent pairs of ae 


bbb 
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= 


loci, and on the right the arrangements possible 

for the two genes D, d, at a single pair of loci. 

Since D is dominant, Dd appears as D or 
Rhesus positive, 


D=Rh positive d=Rh negative 
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recorded on the bottle is different from that of the 
patient she should tell the medical officer giving the 
transfusion. Blood should not be left at room tempera- 
ture for any considerable period, nor stored in a ward 
refrigerator, nor returned to the blood bank if unused 
without the laboratory staff being informed. It is un- 
wise to warm it artificially, but if this is done it must be 
by standing the bottle in a bowl of warm water, the 
temperature of which must not rise above 40°C. or 
105°F. Empty bottles should be returned to the 
laboratory unwashed. 


Reactions to Transfusion 


Reactions to transfusion are usually heralded by 
headache, shivering, rigor, and pain in the loins; the 
medical officer should be notified at once, and all urine 
the patient passes must be saved for the laboratory. 

Besides transfusion work, blood groups are well 
known in two other connections. The first is in cases of 
disputed fatherhood. We have scen that in each indi- 
vidual there are 23 pairs of chromosomes. In the ovum 
and spermatozoa these pairs divide so that in the new 
individual 23 chromosomes come from the father and 
23 from the mother. It follows that when we consider 
anyone’s ABO blood group one of its two components 
has come from the father, one from the mother. Now if 
a baby of disputed parentage is group O (which is in 
fact OO) he has received O from each parent, so that 
his father, though he might be AO or BO, could not be 
group AB; similarly if the baby were group AB, his 


Flame-resistant Clothing 


DEVELOPMENTS IN NON-FLAMMABLE fabrics can be an 
important factor in reducing the tragic number of burn 
accidents in the home, especially those to young 
children and old people—the ‘two age groups most at 
risk. A number of materials are now available treated 
with a low-flammable finish. This makes the material 


Nursing Times, September 9, 1969 


father could not be O. In all paternity tests—and othe 
blood groups besides ABO and Rhesus groups can by 
used—it is possible sometimes to say that a man canno 
be the father of a child: even though his groups are 
compatible one can never say from them that he was 


‘Rhesus Babies’ 


The second further use of blood grouping is in 4. 
called Rhesus babies. Occasionally, with a Rhesys. 
negative woman married to a Rhesus-positive man, 
after a normal first child subsequent children are jaun. 
diced at birth or may die in utero; the affected babies 
are always Rhesus positive. What happens is this. Cells 
from the child in utero, which are Rhesus positive, crog 
the placental barrier and enter the mother’s circulation, 
She produces an antibody to them which diffuses back 
across the placenta and destroys the red cells of the 
foetus, producing jaundice and anaemia. Once the 
mother has developed antibodies they persist and will 
affect any other Rhesus-positive child she conceives, 

Naturally, Rhesus-negative women ask advice on 
these problems. Very few marriages between Rhesus- 
positive men and Rhesus-negative women do give rise 
to affected children; if an affected child is born, the out- 
look for further children depends upon the husband. 
If he is DD, all his children must be Rhesus positive and 
if his wife has developed an anti-D antibody all will be 
affected; if he is Dd half his children will inherit ‘d 
from each parent and so be Rhesus negative (dd) and 
unaffected by anti-D antibody. 


not, of course, entirely fireproof, but highly flame-reg 


sistant and if the hem or sleeve catches fire, flame will 
lick along the edge and then flicker out, merely scorch 
ing or singeing the garment—instead of enveloping the 
wearer in a sheet of flame in a matter of seconds. 

It is a pity that flame-resistant fabrics remain some 
what expensive, but it is good news that continuing re 
search has introduced improvements so that texture and 
feel are not impaired. A favourite range of nursery 
nightwear is now available with this improved flame 


resistant finish, either made up into children’s garment] 


or by the yard which, in the plain pastel shades par 
ticularly, is very suitable for old people’s nightwear. If 
has been suggested that little girls, once they reach the 
toddler stage, should be put into pyjamas and not night 
gowns which catch fire more easily and provide a funnel 
of air which encourages the flames. Some of the cottoms 
used for children’s frocks and rompers and some spual 
rayon is now being manufactured with a flame-resistamf 


finish, and all are well worth any extra cost in prevem# 


ting serious, sometimes fatal, burns. 


Seeing is believing ! Both children’s nightgowns were set on fire simultaneously 
at the hemline. That on the right (treated with flame-resistant fist) 


smouldered and went out, while the untreated garment on the left was totally 


burned out in 15 seconds. 
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“| TRAINING NURSES 
>| IN HONG KONG 


an, 
un- 
es 
ells THE COLONY OF HONG KONG is justly proud | 
O$5 of the medical and nursing services pro- 
mn. vided to meet the ever-increasing needs of i _ 
ck the teeming population of this small a ia 
he island, and there as in the United Kingdom 7 Ss « 
he there is a great demand for trained nurses. | - a 
ill In Hong Kong Government hospitals 

the facilities for training student 
on compare very favourably with the best 
Is- facilities provided in other parts of the A typical student nurse in Hong Kong. 
: (continued on page 1114) 

Hong Kong and its world-famous harbour. 
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Queen Mary Hospital is the teaching hospital for the medical faculty of the University 
of Hone Kong and provides clinical experience for students of medicine and nursing. 
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GOVERN S¢ 


world, and nurses trained her any Y' 
full reciprocity with the UK apfiwealth 

Selection of suitable candidal trainit 
ways less of a problem in Hoan in| 
hundreds of applications are rh year, 
deal of care is taken in selection, Heerned ¥ 
recognize the need for a good di backgt 


professional nurse today to enabiippe wit! 
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BABY-BOTTLE 
COLLECTION 


Collecting baby feeders used in 
the 18th and 19th centuries is the 
unusual hobby of Mr. Cy Port- 
house, of Ravenna, Ohio, USA, 
who is head of a firm that makes 
baby bottles. 

It all started with a chance find 
in an antique shop, and Mr. 
Porthouse’s collection now com 
prises about 100 pieces, most of 
them English and American in 
origin. Many have come from 
people who heard about hi 
hobby and sold him family hei- 
looms. 


A. Glass tube and nipple, of 19th centuy 
English manufacture. 
B. A glass bottle with nipple, of English 
manufacture around 1920, is a wide 
bottomed version of the modern bottle. 
C. This small ceramic feeder was used 
in England in the early 19th century. 
D. American baby bottle from the late 
1800’s has an ornamental design of ¢ 
baby’s figure. 

E. Except for its unusual shape, this late 
18th century Mexican bottle is very muuch 
like modern ones. 

F. Used in England in the early 1800's, 
this spouted ceramic cup fed the baby 4 
mixture of cereal and either milk or waler. 
G. One of the earliest bottles in Mr. 
Porthouse’s collection is a Pennsylvanu 
Dutch feeder of the late 18th century, 
made of pewter, with handle and spou. 


Nor 
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INFANT WELFARE 


Breast Feeding versus 


Bottle Feeding 


RS. ILLINGWORTH, M.D.(Leeds), F.R.C.P., D.P.H., D.C.H., 


Professor of Child Health, University of Sheffield 


hed American paediatrician to a group of post- 

duate doctors in a New York Hospital. His 
subject was infant feeding, and in question time at the 
end of the lecture a doctor remarked that he had said 
nothing about breast feeding. The lecturer said ‘No, I 
didn’t, because I never recommend it.’ 

A friend of mine visited an obstetrical hospital in the 
United States and stopped to chat to a woman who was 
feeding her baby on a bottle. He asked her why she 
was not feeding the baby on the breast. She looked 
surprised and exclaimed, ‘Well, it never struck me to do 
s,’ This is in contrast to the surprise of a woman at the 
Jessop Hospital, Sheffield, when asked by a friend of 
mine why she wished to breast feed her baby. She 
pointed to her breasts and said, “That’s what these are 
‘ere for, ain’t it?’ 

These stories well illustrate different attitudes to 
breast feeding. What are the facts ? 

There is a lot of loose talk about breast feeding and 
bottle feeding. Below I have tried to summarize all 
recent work on the relative advantages of the two 
methods of feeding babies. The following arguments 
have been put forward in favour of breast or artificial 
feeding; I have tried to state the present position in 
regard to each one of them. 


Cr YEARS AGO I listened to a lecture by a distin- 


Safety 


Breast feeding is safer for the baby. The evidence for 
this is very good. Fully breast-fed babies do not get 
severe gastro-enteritis: that condition is confined to 
artificially-fed babies or those receiving food other than 
breast milk. Gastro-enteritis (diarrhoea and vomiting) 
is an infection. Babies may get it because of lack of 
proper care in the boiling of feeding bottles or teats, 
in the preparation of feeds, or as a result of handling the 
teat of the bottle without previously washing the hands. 
Babies may acquire it in other ways too. In many parts 
of the world gastro-enteritis is a very serious disease, 
killing thousands of babies. If hygiene is really good, 
and there is a refrigerator in the house, artificial feeding 
s perfectly safe. If hygiene is not so good there is no 
doubt that breast feeding is safer. 

It has also been shown in this country, the United 
States, the Faroe Islands, Sweden and elsewhere, that 
fully breast-fed babies suffer fewer respiratory infec- 


Reprinted from ‘Mother and Child’, June 1960, by courtesy of the editor. 


‘There is a lot of loose talk about breast feeding and 
bottle feeding.’ Professor Illingworth examines the 
question calmly and dispassionately, and he suggests 
that those who strongly advocate breast feeding 
tend to weaken their case by inadequate arguments. 


tions than bottle-fed babies. These infections include 
colds, *flu, and otitis media. 

It is argued that the lower incidence of infection in 
breast-fed babies is due to social factors. Among other 
things full breast feeding is more common in the upper 


social classes than in the lowest social class, so that this 
may be a factor. It is not easy to exclude this variable 
in comparing breast-fed and bottle-fed babies. 


Convenience 


Breast feeding is more convenient for the mother. 
There can be no doubt that it is far easier for a mother 
to feed a baby fully on the breast than to feed the baby 
on the bottle. In the latter case she has the boiling of 
the bottle and teats and the mixing of the feeds to 
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contend with. When travelling or on holiday it is 
far easier for the mother if the baby is fully breast 
fed. 

One might add that it is easier for the father if 
the baby is fully breast fed. A good husband would 
get up in the night to prepare a bottle feed for the 
young baby; if the baby is fully breast fed, he can 
continue to sleep when his wife feeds the baby! 

The disadvantage of breast feeding with regard 
to the mother’s convenience is the looseness of the 
stools of the breast-fed baby. The stools of a bottle- 
fed baby are very much more firm, and therefore 
much less trouble to the mother. A large motion 
in a fully breast-fed baby has a disastrous effect on 
the clothes! 

I have seen many babies taken off the breast 
because breast feeding is said to be ‘weakening’ to 
the mother. I am sure that this is always wrong. It 
will be far more weakening to her to bottle feed 
the baby (unless she has someone else to do the 
work) because she will have all the extra work of 
sterilizing the bottles and preparing the feeds. 

It is, of course, true that breast feeding ties the 
mother much more than bottle feeding. She can leave 
a relative or friend on occasion to bottle feed a baby, 
but she can hardly leave them to give the baby a breast 
feed. 

Some mothers in overcrowded houses feel embarrass- 
ment at breast feeding a baby when there are growing 
boys and others present. 


Perineal Soreness 


Soreness around the anus is commoner in a newborn 
bottle-fed baby than in a breast-fed one. 

This is not really a matter of great importance. If 
soreness develops, it has to be treated by a zinc and 
castor oil treatment or a silicone barrier cream. 


Eczema 


Infantile eczema is more common in bottle-fed babies. 
Apparently babies are more liable to become allergic 
to the protein of cows’ milk than to that of human milk. 
This may be of some importance in a child liable to 
eczema, for example, a child with a strong family 
history of eczema or asthma. 


Cheapness 


It seems obvious that breast feeding is cheaper than 
bottle feeding. It is argued that a woman who is breast 
feeding drinks more milk than a woman who is feeding 
a baby on the bottle, but this can hardly equalize the 
costs of the two methods of feeding. 


Digestibility 


The argument that breast milk is more digestible and 
therefore more suitable for the baby than cow’s milk 
is hardly tenable. I prefer to feed premature babies on 
breast milk. Not all paediatricians agree, however, 


. . Uf proper care is taken in the preparation of artificial feeds, the bottle-fed 
baby thrives.’ 
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because bottle-fed premature babies tend to gain weight fy the b 


faster than breast-fed ones; but weight gain is not the 
only thing that matters. It cannot be denied that prema- 


ture babies thrive on artificial feeds if these are properly f sychol 
constituted. It is c 

There are numerous differences in the chemical face to n 
composition of cows’ milk and human milk. In cows’ pothers 


milk there is more protein and less carbohydrate, but 
provided that the cows’ milk is diluted, the extra 
protein doesn’t matter, and it is in fact, unnecessary to 
add the customary sugar to a cows’ milk mixture. There 
are differences in the vitamin content, and in particular 
in the vitamin C content: there is less vitamin C in 
cows’ milk, but this is easily remedied by giving the baby 
orange juice or rose hip syrup. The many differences in 
the nature of the fats, protein and other chemical con- 
stituents do not seem to matter. 

If cows’ milk is diluted, homogenized, heat treated, 
or if acid is added, it is perfectly digestible. It is per- 
fectly satisfactory to feed a baby on cows’ milk and 
water, or any of the dried milks. All the dried milk 
are entirely suitable for babies. There is no advantage 
of one over another except in price, and I have 
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never yet had to change from one dried milk to another fed and 
to find which one suits the baby. There is, therefore, 00 Imany st) 
difficulty in artificial feeding as far as the digestibility were mo 
of milk goes. I hav 

One sees scores of babies taken off the breast because fhecause 
the baby is vomiting or has ‘three months’ colic’ (also §, study 
called evening colic) and it is thought that the breast fiype, pe 
milk is not suiting the baby. This is always wrong. fcerned, | 
Breast milk always suits the baby (except in certall ftwo grov 
exceedingly rare diseases), and it is never necessary © fand are ; 
take a baby off the breast on these grounds, because fiype, an 
the diagnosis will inevitably be wrong. Some other Bbreast fe 
cause for the vomiting should be looked for, and as for for unab! 
the evening colic, it occurs just as much in bottle-fed fincidenc. 
babies as in breast-fed ones. To ta 

Breast milk is at the right temperature. It wouldn't faranges 
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dificult to bring cows’ milk to the same temperature. 
In any case it is not necessary to warm a feed for a baby 
slong as it has not just come out of a refrigerator. 
The risk of underfeeding is an important factor. 
is no doubt that a breast-fed baby is much more 
to be underfed than a bottle-fed baby, because 
he mother does not know how much milk the baby is 

ing if he is fully breast-fed. She can, and should, 
ie baby’s weight checked frequently, for example, 
nce a week if the baby is breast-fed, in order to ensure 
| pat he is receiving enough milk. 


Disadvantages to the Mother 


Some mothers do not want to breast feed because it 
spoils the figure. It is true that the breasts are apt to be 
soft and flabby after breast feeding. I understand that 

omen have ways of dealing with such breasts. 

Some mothers have constant trouble with soreness of 
pe nipple, and some have a breast abscess. These prob- 
lems do not occur when the baby is bottle-fed. Severe 
wer-distension of the breast in the early days of breast 
feeding may deter a mother from feeding a second baby 
Mt fon the breast. 


sychological Factors 


It is commonly said that breast feeding is of advan- 
we to mother and child. There is no doubt that some 
} Emothers take pride in fully breast feeding a baby. A 
t Imother may acquire some psychological advantage 
4 Hirom the feeling that the baby is fully dependent on her, 
) Iwhereas anyone can feed a baby on the bottle. It 
¢ Iwould seem that there might be a closer bond between 
' Imother and child when the baby is fully breast fed. 
1 Hit must be admitted, however, that not all mothers 
/ facquire psychological benefit from feeding a baby. 
! Home mothers definitely do not wish to feed the baby 
o the breast, and for this reason it is most unwise to 
ry to compel a mother to feed a baby on the breast 

» when she does not want to. 
*§ Psychologists have much to say about the supposed 
| Bosychological advantage of breast feeding to the baby. 
iThey have studied the frequency of behaviour prob- 
lems of various types in children and gone back on the 
history of the children to find out how many were breast 
led and how many were bottle fed. There have been 
many studies of this nature, mostly showing that there 
ere more behaviour problems in those artificially fed. 
I have never been impressed by these studies, 
cause there are so many variables which make such 
a study fallacious. The chief variable is the quality, 
lype, personality, and social class of the mother con- 
emed. No attempt was made to equate these in the 
0 groups, and it may well be that mothers who prefer 
and are able fully to breast feed are different in quality, 
Pye, and personality from those who do not wish to 
reast feed, or are unable to because of return to work, 
or unable to for other reasons; and we know that the 
Paadence of breast feeding varies with the social class. 
To take just one of these examples. If a mother 
anges to have her baby fed on the bottle because she 
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wants to return to her work in industry as soon as the 
baby is two or three months old, the prolonged separa- 
tion of the baby from the mother in the first three years 
is liable to lead to insecurity in the child and so to 
behaviour problems. There is plenty of work to show 
that this separation does affect a child considerably. 
Hence, it is not the artificial feeding which leads to the 
behaviour problems: it is the cause of the artificial 
feeding which does the harm. Hence, it is virtually 
impossible to provide any evidence that breast feeding 
is of psychological value to the child. It may be, but 
there is no evidence to that effect. 

Those who strongly advocate breast feeding tend to 
weaken their case by arguments which do not hold 
water. Of all reasons for advocating breast feeding, the 
best one is the fact that it is the safest for the child and 
the easiest for the mother. It is obvious, however, that 
if proper care is taken in the preparation of artificial 
feeds, the bottle-fed baby thrives. 


Book Reviews 


Bartje, my Son. Nel van Houton. Hodder and Stoughton, 10s. 6d. 


Mrs. van Houton has written a book about the trials and re- 
wards of bringing up a mentally-handicapped child at home. She 
and her husband live in a beautiful but remote part of Cape Pro- 
vince, South Africa, so she does not enjoy the services of a welfare 
state; nevertheless she hopes this account of her experiences may 
help and encourage other mothers who share with her the same 
problem of the day-to-day coping with difficulties of behaviour. 

An attack of encephalitis changed the writer’s healthy little 
13-month old boy Bartje into a destructive and unresponsive child. 
The ups and downs of the 10 years following this tragic happening 
are described in detail. Bartje’s handicap lay in his behaviour 
rather than in impaired intelligence and when the time came for 
schooling to begin, problems arose. Several schools offering special 
teaching for handicapped children were tried but either the boy 
proved unmanageable or he became unhappy and ill. In the end 
Mrs. van Houton decided that for her son the best results could be 
obtained in the secure atmosphere of home and family and she is 
now educating him herself, following as far as possible the Rudolf 
Steiner methods for handicapped children. Much of the book is 
taken up with describing how she does this and also how she 
manages to devote so much time to Bartje without neglecting her 
husband and younger son or allowing tensions to arise between 
them. 

Those who have the care of handicapped children, and others 
too, will read this history with sympathy and with admiration. 
The gradual improvement which has taken place in Bartje’s con- 
dition can only be due to Mrs. van Houton’s unsparing efforts on 
his behalf, 

M. H. Scorrt, s.R.N. 


BOOKS RECEIVED 


RELAXATION FOR CHiLDpiRTH. Mary Barfield, m.prys.a. Heine- 
mann, 12s. 6d. 


PepiaTRic ANESTHESIOLOGY (second edition). M. Digby Leigh, m.p. 
and M. Kathleen Belton, m.p. Macmillan Co. New York, 84s. 


Tue MENTALLY SUBNORMAL, THE SoctaL CasEworRK APPROACH, 
Edited by Margaret Adams, B.A. Heinemann, 25s. 


Maternity Nurse. Anne Treger. Davies, 16s. 
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Irrigation of the Eye 


RRIGATION of the conjunctival sac may be ordered to 
cleanse, to remove foreign bodies or to relieve con- 
gestion and inflammation. 


Principles 


1. To avoid injury to the eye—by gentleness, by 
holding the irrigator the correct distance from the eye- 
ball, using lotions of the correct strength and tempera- 
ture and checking carefully the type and strength of eye 
drops. 


2. To avoid the introduction of infection—by using 
the correct technique; and to prevent the spread of in- 
fection to the nasal passage or from one eye to the 
other—by irrigating from the inner side towards the 
outer angle. 


Equipment 


A sterile tray with glass undine or other type of 
irrigator, such as feeding cup (inspect carefully 
for cracks before use). 

Bowl of swabs. 

Bow! of the lotion ordered. 

Receiver for soiled swabs. 

Eye pad if required. 

Large kidney dish to receive irrigation. 

Jug of lotion as ordered, for example, sterile water, 
normal saline, four per cent. boracic lotion at a 
temperature of 98°F. 

Cover. 

Macintosh and drawsheet to protect the shoulder or 
the bed. 


Preparation of the Patient 


A careful explanation should be given to ensure con- 
fidence and co-operation. The patient is screened. She 
may sit on a chair in a good light, sit up in bed, well 
supported, or lie flat with one pillow, the head close to 
the side of the bed. 

The shoulder and bedclothes should be protected by 
a macintosh and drawsheet or cover. The nurse should 
stand behind the patient with the tray at her right hand. 


Procedure 


The tray is brought to the patient’s side. The nurse 


‘the patient may be reassured as to its temperature, and 
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NURSING TECHNIQUM 


This series, prepared by the National Florence Nightin- 
gale Committee of the New Zealand Registered Nurses’ 
Association, and recommended for use in N.Z. nurse 
training schools, is reprinted from the New Zealand 4 
Nursing Journal by permission of the editor. 


washes her hands thoroughly and dries them on.a clea 
unused towel. 

Standing behind the patient’s head she places th 
kidney dish to receive the fluid against the cheek 
beneath the eye, and asks the patient to hold i 
there. 
The irrigator is then filled. The eyelids are cleansed 
of any discharge or secretion by swabbing gently from 
the inner side to the outer angle, using a wool swabf’ 
moistened with lotion. Each swab should be used one 
only, and swabs for this procedure are held in thi Gage 
fingers. Forceps are never used, because of the risk ff @ 
damaging the eye. 

The nurse now gently separates the eyelids with the 
thumb and forefinger of the left hand, resting be 
fingers on the bony orbit and avoiding pressure on i 
eyeball. 

A little of the fluid is run over the cheek so that 


then directed into the inner canthus of the eye, so tha 
the fluid runs over the eyeball, irrigating all parts of the 
conjunctival sac. 

The irrigation is continued until all discharge 1s t 
moved, and the irrigator may have to be refilled. The: 
irrigator must not be held more than one inch above th 


eye to avoid too great pressure from the fluid, and i wen 
should not be closer than half an inch from the eye, t 
avoid accidental injury. 

After irrigation the lids are gently dried with swat 
The cheek is dried, the kidney dish removed, the shee 
and macintosh taken away and the patient left war 
and comfortable. 

The equipment is cleaned, rinsed and sterilized, Hf standing 
put away. The nurse washes her hands thoroughly ¢ The p 
rinsing the equipment. roll her 

or pocks 
Instillation of Drops drops g 
corner. 

When drops are to be instilled, the bottle wit If the 


dropper or pipette, should also be placed on the traj “a an 
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The eyelids are swabbed gently from the inner side to the outer A little of the irrigating fluid is allowed to fall on to the check so 
angle. that the patient can feel its temperature. 


4 
. 


, With the patient holding the receiver against her cheek, the eye is An alternative method for the application of ointment to the eye. 
irrigated. The ointment may be discharged directly from a small disposable tube. 


Procedures set up and demonstrated for the Nursing Times 
by student nurses of WANSTEAD HOSPITAL, London, 
by kind permission of the matron and principal tutor. 


standing in a sterile bowl. is then closed for a few moments. 

The patient’s head is tilted back and she is asked to 
roll her eye upwards. The lower lid is then drawn down, Application of Ointment 
or pocketed between thumb and forefinger, and the 
drops gently inserted into the pocket, avoiding the The ointment ordered is applied by means of a glass 
corner, rod, which is drawn between the slightly separated lids. 
If the drops are to be absorbed the upper lid is_ The lids are then closed and the rod withdrawn. Gentle 
1 lifted and the drops inserted over the eyeball. The eye massage helps to spread the ointment over the eyeball. 


UM 
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Letters the Editor 


STATE PENSION SCHEME 


Mapam.—The article entitled “The 
Graduated State Pension Scheme’ 
(September 2) is both timely and in- 
structive. So many nurses are unin- 
formed about superannuation matters, 
and the personal implications of the 
new National Insurance Act 1959 may 
be in danger of passing unheeded. 

Finance officers have been unable 
to answer all our questions as they, 
too, await the decision of the Ministers 
of Health and Housing and Local 
Government. 

Let us hope this will be favourable 
to all nurses. Meantime, it is good to 
know what the College Council is 
doing to safeguard our interests. 

MemsBer 41216. 
London. 


DEFENCE MECHANISMS 


Mapam.—I feel that the criticism 
published in the Nursing Times last 
week on Miss Menzies’ paper ‘A Case 
Study in the Functioning of Social 
Systems as a Defence against Anxiety’ 
does not do justice to this careful and 
skilled study or to the hospital. 

Though a matron can do a great 
deal towards the smooth and com- 
petent running of the wards, particu- 
larly in the way she can meet the 
wards’ needs for various grades of 
nurses—both in numbers and in the 
length of time they can remain on that 
ward—and in her supportive attitude, 
nevertheless to blame a matron for the 
high level of anxiety in a ward may be 
avoiding an important issue. Most 
ward sisters will agree that the prob- 
lem of co-ordination of the work in a 
ward depends more on the relation- 
ship she can establish between herself 
and her team of nurses, between the 
group of nurses and the team of doc- 
tors, and finally between the ward 
and the tutorial departments. 

In those units where as a matter of 
course such factors as personal stress, 
role relationship conflict, and dis- 
turbed social processes are kept under 
continuous scrutiny, the nurses can 
appreciate that it is not just one very 
efiicient figurehead that makes this 
possible, but that the whole ward staff 
understands that patients tend to get 


better quicker and function more ade- 
quately where staff tensions are not 
too high. 

Where there is mal-communication 
or a breakdown of communication in- 
dividual anxieties rise, leading to the 
necessity to use rather rigid defence 
mechanisms in patients and staff. 

Therefore, it is this understanding 
of relationships, the clarification of 
roles which leads to the re-structuring 
of ward routine in a way that lessens 
unnecessary tension. Miss Menzies’ 
paper had necessarily to be limited to 
a nursing study. I feel we still need a 
similar study which brings in the roles 
and expectations of doctors and rela- 
tives of patients before we fully under- 
stand the various patterns of defence 
mechanisms within a ward setting. 

GILLIAN ELLEs. 
London. 


TRAY AND TROLLEY SETTING 


Mapam.—lI was astonished to read 
the review of the sixth edition of Aids 
to Tray and Trolley Setting, in the Nursing 
Times of August 26. 

In my view, Miss Budge’s criticisms 
of this book are neither justified nor 
constructive. 

Tray and trolley setting, as taught 
in the training schools, is as essential as 
all other procedures which the student 
nurse must learn. High standards in 
this as in other nursing duties remain 
in the mind of the student when well 
taught, even if conditions are not 
always ideal. 

In my view it is more helpful to 
have each procedure set out in detail, 
as in Aids to Tray and Trolley Setting, 
rather than all enemata only to be 
shown once, as Miss Budge suggests. It 
isconfusing for the student, even though 
the basic equipment may be the same. 

Many of us, when in training, have 
worried over trays and trolleys for 
examiners, but does that really matter ? 
It is all part of training; in any pro- 
fession, there are bound to be ob- 
stacles, but with good teaching and 
good textbooks, these can be and are 
overcome by the great majority. 

If Miss Houghton’s book is used as 
intended, the student will find it of 
great value in her studies and for 
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reference long after training days are 
over. 

As a private nurse for quite a nuy 
ber of years, I have learnt to aday 


and improvise any procedure whe Workin 
necessary, due to the excellent training 
I was given in tray and trolley setting 

The student would be well advisy 
to invest in both Aids to Tray NU 
Trolley Setting and Aids to Pracij Mab 
Nursing, as valuable textbooks mixture 
nursing, not just as a means to. ge article 
through examinations. Marsing 


I had the privilege of being one , 
Miss Houghton’s students and may interest 
therefore be thought biased, but I ang take th 
sure that many nurses from mang Certific 
different training schools feel as I do! but ho 
that Aids to Tray and Trolley Setting and§ this art 
Aids to Practical Nursing are clasic§ take fu 
textbooks for nurses. for suc! 

In conclusion, I am sure that ther§ I m 


are many who think, as I do, that we Jennin; 
owe a great debt of gratitude to official 

Houghton, for the valuable and self Nursin 

less service she has given for many longg port tl 
years to the greater benefit of the spend 

student nurses. surgeri 

M. pe BEeRTODANO, tells us 

London. time in 

a P it is no 

awarer 


Mapam.—I should like to cong mdustt 
gratulate Miss Una V. Budge on her Cyai 


superb review of ‘Tray and Trolley men 
Setting’ ; and also yourself, on printing known 
it. This is a splendid piece of balloo-g the me 
pricking. 
VIvIEN M. JENKINSON 

London. 
the me 

SENSORY DEPRIVATION 
Mapam.—-May I make a small and§ preven 
humble contribution to support indust 


theory of sensory deprivation in ti factory 
aged (see Nursing Times, August 26). those 
We have frequently been struck Unl 


the comfort given to the aged by ads realize 
play of affection on the part of the hor under: 
pital staff. Even the most irascibt§ social 

atients, male or female, have Dettg not sin 

nown to request any member of th with — 
staff to ‘just hold my hand’. A cares attach 
or a kindly teasing word can often not be 
store lucidity in a muddled old ladyo§ while 


gentleman. A mild ‘now don’t wor), One 
I’ll take care of that’ has been know§ article 


f ak 
a 
| | 
| 
tents 
| Emily 
| doctor 
Filerbe 
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rarily at least, 


ip restore peace, tem 
by a non-exis- 


in a patient distur 
tent WOrT) . 

Yes, quite definitely the aged, like 
the very young, have a great need for 
lve and security. In fact, the ideal 
chronic sick ward must be one where 

‘ents can feel that sister is the 

ily mother and doctor, the family 
doctor in the best sense. 

VIOLET KAVANAGH, 

Ward Sister. 


Ellerbeck Hospital, 
Workington. 


NURSING IN INDUSTRY 


Mapam.—I have just read with a 
mixture of exasperation and horror the 
article ‘Nursing in Industry’ in the 
Musing Times of August 26. On the 
same page I note an appeal for nurses 
nal interested in an industrial career to 
int take the Occupational Health Nursing 
ana Certificate. Yes, an excellent idea— 
dol but how many nurses, having read 
anda. this article, will think it necessary to 
sil take further training to fit themselves 

for such work ? 

mean no disrespect to Miss 
Jennings but it is unfortunate that the 

official journal of the Royal College of 
Nursing should, by implication, sup- 
wg port the idea that industrial nurses 
spend most of their time in their 
surgeries doing first aid. The writer 

x tells us that she has spent a limited 

time in an industrial environment, so 

it is not surprising that she shows little 
awareness of the real work of the 
industrial nurse. 

Cyanide, as an occupational hazard, 
is mentioned but in practice this well- 
known killer is so highly respected by 
the men who handle it that accidental 
poisoning is extremely rare. The 
routine work in the factory 
(not the surgery) is not nearly so 
dramatic. It is mainly concerned with 
the maintenance of high standards of 
cleanliness, lighting, ventilation, and so 
on. Just as the health visitor advises on 
preventive measures in the home the 

industrial nurse must ensure that the 
factory is a safe and healthy place for 
those who work in it. 

Uniless prospective industrial nurses 
realize that they must develop an 
understanding of human foibles and 
social problems, and that industry is 
hot simply a 9 to 5, five-day week ‘job’ 
with a minimum of serious work 
attached, then the right people will 

§ Rot be recruited to this very worth- 

§ while branch of preventive medicine. 

One would like to think that this 
article was written tongue in cheek 


with the object of rousing emotions 
such as mine. If so I applaud the 
motive—if not I despair. 

M. GILHESPY, S.R.N., O.N.D., O.H.N.C. 
Birmingham. 


ACCIDENT SERVICE 


Mapam.—The accident unit re- 
ferred to in the letter by Mr. Roy 
Maudsley and Mr. G. P. Arden in the 
British Medical Journal of August 27 
is a Closely knit team aiming to give 
the maximum treatment and function- 
al result with the minimum discom- 
fort. In this aim we are fortunate in 
having the full co-operation of the 
ward sisters concerned with the nurs- 
ing of those patients admitted to 
hospital. 

How best can we foster an interest 
in this type of work—and so make a 
determined effort to raise the general 
standard of plastering? There is very 
little else in such common use which 
can cause a patient more pain and 
misery than a_ badly-applied, ill- 
fitting plaster. It appears that acci- 
dents will play a large part in the 
orthopaedics of the future. Are there 
sufficient medical and nursing teams 
trained to give the best treatment to 
these patients, both in the wards and 
at the clinics ? 

It has become wellnigh impossible 
to get staff trained in plaster room 
technique. As a result we have re- 
cently trained one member of our 
staff ourselves, an experiment which 
has proved both interesting and re- 
warding. Perhaps the lack of interest 
does lie in the apparent lack of 
vacancies in this field, but how then 
are the plaster rooms in our general 
hospitals staffed ? 

Marcaret M. Lake. 
Windsor. 


[We felt that the excellent scheme men- 
tioned in the BM7 deserved a wide 
publicity and have commissioned an article 
on ‘After-care Sisters in Accident Service’ 
to be published later.—Epzrror. | 


HOSPITAL PLANNING 


Mapam.—I read with much interest 
Wrangler’s views on the size of wards 
(Nursing Times, July 15), and. the 
leading article dealing with shortage 
of nursing staff in wards. 

Most hospital people, including 
administrators, are conscious of the 
fact that work in acute wards is more 
exacting and is at a higher tempo than 
it used to be. The existing policy re- 
garding nurse training is almost cer- 
tain to result in a gradual reduction in 
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the number of State-registered nurses 
and one would need to be singularly 
optimistic to believe that there will, 
concurrently, be a large increase in the 
number of Enrolled assistant nurses. 

If all this is more or less accepted, it 
would be the utmost folly if we go on 
building wards with patients tucked 
away in small units, using substan- 
tially more nursing and domestic staff 
for their care and maintenance or, on 
the other hand, with patients not 
receiving adequate treatment and 
supervision because the additional 
nurses cannot be found. No one would 
wish to go back to the long ward of 20 
to 30 beds, but, as Guy’s have shown, 
it is possible to plan large ward units 
of 26 to 30 beds, with no more than 12 
patients in the larger wards, but with 
24 patients under immediate super- 
vision by one nurse. 

What we ought to be doing, by 
means of expert research and work 
study, is to plan wards which ensure 
the maximum supervision with the 
minimum number of nurses, which 
give the most efficient circulation of 
traffic in the unit as a whole and in 
each single part of the unit, which 
takes away po ward staff all work 
which must not, of necessity, be done 
in the ward. 

The trouble with our planning 
today is that there is too much reliance 
on intuition and bright ideas, and far 
too little on co-ordinated and expert 
study of the real needs. The contribu- 
tions made by the Nuffield Foundation 
with their architectural studies of 
hospital design, valuable as they were, 
have merely emphasized the crying 
need of a permanent hospital planning 
and research centre, with teams of 
architects, doctors, nurses, adminis- 
trators and others, working in the 
field as well as the centre, and devoting 
their whole time to the complex prob- 
lems of hospital planning and develop- 
ment. Such a centre would be a meet- 
ing place and a focal point for all those 
interested in hospital affairs a place 
where ideas could be led and 
investigations co-ordinated, and where 
information could be obtained on 
almost every aspect of hospital design 
and hospital furniture and equipment. 
Unless we get such a centre we shall 
continue to flounder, fail to make full 
use of the detailed knowledge that 
nurses have on the daily running of 
wards and departments, and fail to 
take full advantage of the immense 
opportunities given to the hospital 
service by the expanding capital 
programme. 

R. E. LiInGarp, F.H.A. 
Luton. 


IN. 


Maternity and Midwifery 


CLAIRE RAYNER, S.R.N. 


Bw the course of the last few months, 
articles have been appearing in the 
general press about ‘Cruelty in Maternity 
Wards’. One woman was moved to write 
to the editor of the Observer stating that 
she was forming a society, to be called the 
Association for the Improvement of the 
Maternity Services, to combat what she 
called ‘the overcrowded and understaffed 
and inhuman’ maternity hospitals (the 
italics are mine). No one can blame mid- 
wives for the first two conditions, which 
undoubtedly exist, but what about the 
third ? Are midwives and maternity nurses 
inhuman and cruel to their patients ? These 
are severe indictments, if they are true. 
How true are they? 


My Own Experience 


As a fairly recently delivered mother, I 
feel that I might be able to offer some 
observations on this. I was one of the lucky 
ones, for I had an amenity bed in the 
private maternity wing of my own training 
school—a well staffed block, some of the 
staff being women I had known well for 
many years. Consequently I thoroughly 
enjoyed myself, as indeed every mother 
has a right to enjoy her confinement. I 
could see very clearly, however, just how 
miserable the whole business might have 
been. My complaints were small—a cold 
blanket bath after I was delivered, a 
midwife who insisted on holding my leg 
during the pushing stage in such an 
uncomfortable way that I couldn’t con- 
centrate on the job in hand, but everyone 
was kind, and everyone was sympathetic 
about my fears for my premature baby. 


These Things Have Happened 


Yet I have met young women who tell 
miserable stories about their confinements. 
One was left alone in her ward, although 
she was sure that she was about to deliver, 
and eventually did deliver herself, alone, 
before she had even had an enema. The 
mess she was in caused her a great deal 
of distress, and it was months before she 
could forget the whole miserable business. 
Another, although she told the staff that 
morphine always made her vomit, was 
given morphine, and then soundly berated 
for vomiting on the floor, although she 
had not been given a dish in case of 


‘Are midwives and maternity 

nurses inhuman and cruel to their 

patients?’ asks Mrs. Rayner. She 

concludes that some of the recent 

complaints appearing in the press 
are justified. 


vomiting. Yet another was so upset by 
the way the midwife shouted at her during 
the first stage of her labour that she vowed 
she could never face anything like it again, 
and refuses even to consider having 
another baby. 

One girl told me that she never had a 
bath throughout the whole of her preg- 
nancy because she thought, in all her 
young ignorance, that the baby breathed 
through Aer umbilicus, and that water from 
the bath might get into the baby and 
drown it. She told the midwife of this fear 
when she was admitted and sent to have a 
bath; the midwife told her she was a dirty 
creature, and to get into the bath at once. 
The poor girl, until she actually held her 
baby afterwards, was convinced that she 
was labouring for a dead infant. Yet her 
fear was quite a logical one, stemming 
directly from a misunderstood class during 
her prenatal period. 


Far-fetched ? 


Perhaps some midwives will say that 
these stories are far-fetched, and that 
mothers love to dramatize their exper- 
iences, but I am sure a great deal of the 
complaining that goes on is justifiable. 
When I was a pupil midwife, in 1955, I 
gave up, a couple of weeks before the end 
of the course, because I was so sickened 
by the attitude of the midwives to the 
patients, and refused to be associated with 
what I considered an appalling state of 
hospital affairs. How many other pupil 
midwives, trained in the general training 
schools to be polite and gentle to their 
patients, have also been disgusted by the 
unkindness of the experienced, hardened 
midwives to their frightened patients? We 
know that many midwives are good 
nurses, and are kind to their patients, with 
a lively awareness of their fears, but what 
is the matter with the others? 

One journal has suggested that bio- 
logical frustration is the cause, that each 
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delivery reminds the unmarried midwife of 
her own ‘wasted’ femininity. If this is true, 
it is a sad reflection on the psychological 
state of mind of these women. If it is true, 
then the last place such frustrated women 
should be in is a delivery ward. 

Another journal has suggested that the 
midwives are sharp because they are 
working under almost impossible con. 
ditions of overcrowding and shortage of 
staff. This is probably nearer the mark, 
but surely a professional woman should be 
able to cope with these admittedly difficult 
conditions without making her patients 
suffer ? And what has been done to remedy 
this situation ? 


A Possible System 


It is possible, in London, for rich women 
to go into an expensive nursing home for 
delivery and, if all is well, to go home with 
the baby in the care of a maternity 
nurse after a couple of days. It seems a 
pity that this system cannot be used more 
widely throughout the country, for it 
would probably relieve the hospital 
service considerably, and use the domi- 
ciliary services more economically. One 
G.P. to whom this was suggested laughed 
cynically, and said that the domiciliary 
midwives would never tolerate such a 
scheme, for they would resent losing the 
prestige of having their patients to them- 
selves from the beginning, and would very 
much resent having to care for the hos 
pital’s patients after delivery. Again, is 
this true? 


Hard Thinking Needed 


If the present trend continues—as it 
probably will—of patients becoming more 
vocal, and demanding a good service from 
their doctors, midwives. and nurses, then 
the professions will have to do some hard 
constructive thinking about themselves; 
that means, most particularly, the mid- 
wives, for it is at them that the bulk of the 
complaints are being directed. It would 
be a pity if we have to wait until questions 
are asked in the House, or a committee 's 
formed to ‘look into the matter’. 


SussEX MATERNITY HOSPITAL, Brighton, 
is to be closed because it is too old for 
modernization. 
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Here and There 


Patients Evacuated from Hospital 


Patients in the three wards of the Man- 
chester Ear Hospital, an old building in 
Grosvenor Square, All Saints, have been 
evacuated after the discovery of cracks in 
the rear wall, according to an official of the 
South Manchester HMC. About 30 men, 
women and children undergoing treat- 
ment were affected. A few of the patients 
were transferred to other hospitals, the 
rest being sent home. 

There is, apparently, no cause for alarm 
but the evacuation was undertaken as a 
precautionary measure. The cause of the 
trouble is not known. 


Students’ Achievement 


A bazaar organized by the Student 
Nurses’ Association Unit at Southampton 
General Hospital raised £73 10s. With 
proceeds from the sports and social club 
they hope to make a grand total of £100 
for the World Refugee Fund and the Save 
the Children Fund. 


Clinical Tutor Joins WHO 

Miss Joan Bentley, clinical tutor at the 
Royal Maternity Hospital, Belfast, has 
joined the World Health Organization as 
4 nurse tutor in Cambodia. Miss Bentley, 
who has been on the staff of the Royal 
Maternity Hospital since 1951 as staff mid- 
wife, ward sister and clinical tutor, trained 
at the Royal Infirmary, Liverpool. Her 
main responsibility in the new assignment 
will be to advise on midwifery training at 


The’ winning entry in the decorated wheelchair competition at 
Queen Mary’s (Roehampton) Hospital garden féte and sports day. 


the Royal School of Nursing at Phnom- 
Penh, capital of Cambodia. 


Speechmaking Contest, 
Eastern Area SNA 


Miss B. Balch, St. Helier Hospital, 
Carshalton, was the winner of the Eastern 
Area speechmaking contest of the Student 
Nurses’ Association, and the runner-up 
was Miss M., Bullen, Royal Surrey County 
Hospital, Guildford. The latter was the 
hostess hospital for the function at which 
Dame Elizabeth Cockayne presented the 
cup, and Miss D. I. Henderson, matron, 
was in the chair. 

The subject cho- 
sen was a stimu- 
lating and contro- 
versial one: Jt has 


been said * Miracles 
don’t happen ; Would 
you agree? Other 
hospitals compet- 
ing were: St. 
Mary’s Hospital, 
Portsmouth; Bar- 
net General Hos- 
ital; All Saints Hospital, Chatham; 

est Norfolk and King’s Lynn Hospital, 
King’s Lynn; Stamford and Rutland 
Hospital, Stamford, and the Ramsgate 
and Margate General Hospital, Ramsgate. 


Tuberculosis in Adolescence 

The Chest and Heart Association has 
organized a symposium on “The Control 
of Tuberculosis in Adolescence’, to be held 
at the London School of Hygiene, Keppel 
Street, W.C.1, on Wednesday, September 
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28, 2-5 p.m. The symposium, under the 
chairmanship of Professor F. R. G. Heaf, 
is Open to nurses as well as doctors, and 
Professor Heaf hopes that nurses, and 
particularly health visitors, will find it 
possible to attend the meeting. The full 
programme can be obtained from the 
Chest and Heart Association, lavistock 
House North, Tavistock Square, W.C.1. 


The Human Touch 


How generally is it realized that the 
various Government departments admini- 
stering the welfare state do not merely dole 
out the statutory sums of money to those 
entitled to them? For instance, the 
Ministry of Pensions and National In- 
surance has its own welfare officers who 
do much to ease the lot of the less fortunate 
among the community. As an example: an 
elderly disabled war pensioner lived in an 
isolated spot far from a bus stop; a welfare 
officer of the Ministry was the means of 
persuading the bus company to move the 
bus stop to a point opposite his gate. 

Forty-seven thousand pensioners (dis- 
abled, widows and dependants) asked for 
assistance and advice during 1959 from the 
welfare officers stationed in the Ministry’s 
offices who are also in close touch with 
voluntary organizations which may be able 
to provide services outside the Muinistry’s 
powers. 


Farewell party for Miss Fleetwood at the Royal National Ortho- 
paedic Hospital, Stanmore (see below). Left to right: Dr. Mervin 
Denton, Miss Fleetwood, Mr. P. Newman, and Miss M, E. Sands, 


matron. 


Presentation Party 
for Miss Fleetwood 


During the 30 years in which she has 
been ward sister of the Sir William Coxen 
children’s ward at the Royal National 
Orthopaedic Hospital, Stanmore, Miss 
Emily A. Fleetwood has had over 7,500 
patients in her care. AA a farewell party 
given for her, the numerous gifts she re- 
ceived included cheques and an illustrated 
album of the hospital containing auto- 
graphs of all the staff. 


“a 
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APPOINTMENTS 


Stobhill General Hospital, Glasgow 


MIss MARGARET BRADLEY, R.G.N., R.F.N., 
s.c.M., has been appointed matron. Miss 
Bradley, who takes up office on November 
1, trained at the Royal Victoria Infirmary, 
Newcastle, Leeds Maternity Hospital, and 
Monsall Fever Hospital; she took the 
Nursing Administration Certificate of the 
Royal College of Nursing. She served as 
sister at Victoria Hospital, Worksop; night 
sister, housekeeping sister and assistant 
tutor, Darlington Memorial Hospital; as 
third assistant matron, St. Helier Hospital, 
Carshalton, Surrey, and as deputy matron 
at Stobhill General Hospital. Miss Bradley 
is at present matron of Bangour General 
Hospital, Broxburn, West Lothian. 


Dundee Royal Mental Hospital 


MR. WILLIAM HADDEN, R.G.N., R.M.N., 
R.M.P.A., has been appointed chief male 
nurse from January 1, 1961. Mr. Hadden 
took mental nursing training at Stratheden 
Hospital, Cupar, Fife, and general training 
at Stracathro Hospital, Brechin. He has 
served as assistant chief male nurse at 
Stratheden Hospital, and as deputy chief 
male nurse at Dundee Royal Mental 
Hospital. 


In Industry 


MRs. ELSIE O. HEAPS, S.R.N., has been 
appointed sister-in-charge, health depart- 
ment, Tecalemit Ltd., Plymouth. Mrs. 
Heaps trained at Oldchurch Hospital, 
Romford, Essex, and afterwards served 
from 1944-46 in QAIMNS(R). Subse- 
quently she became divisional nursing 
superintendent, East Midlands Division, 
Central Electricity Generating Board. 


Princess Beatrice Hospital, S.W.5 


MIss DORIS K. SANDERS, S.R.N., S.C.M., 
has been appointed matron from Novem- 
ber 1. Miss Sanders took general training 
at the Elizabeth Garrett Anderson Hos- 
pital, N.W.1, and midwifery at the Sussex 
Maternity Hospital, Brighton. She also 
holds the housekeeping certificate. She 
became night sister at Bromley Hospital, 
Kent, and ward sister at the Canadian 
Red Cross Hospital, Taplow. After serving 
as administrative sister and home sister, 
Dover Hospitals, Miss Sanders was 
appointed assistant matron, St. Bartholo- 
mew’s Hospital, Rochester. 


Kingston Hospital, Surrey 


Miss VIOLA I. A. TOMSETT, S.R.N., S.C.M., 
D.N. (LOND.), S.T. CERT., has been appointed 
matron fromm November 1. Miss Tomsett 
trained at Crov;lon General Hospital and 
the Sussex Maternity Hospital, Brighton; 


she holds the Hospital Nursing Administra™ 
tion Certificate of the Royal College o 
Nursing. She served as ward sister, depart- 
mental sister and senior night sister at her 
general training hospital and, after taking 
the sister tutor course at Battersea College 
of Technology, became sister tutor at the 
Royal Free Hospital, W.C.1, and later at 
the Buchanan Hospital, St. Leonards-on- 
Sea. Since 1953 she has been deputy ma- 
tron, Whittington Hospital, Highgate, 
N.19. 


Army Nursing Service 

The following have joined for first ap- 
pointment as lieutenants, Q ARANC, from 
August 10: Miss M. E. Allen, Miss J. 
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Beauchamp, Miss M. M. Brayley, Mig 
B. A. Butcher, Miss J. Dudson, Migs R 
Eagland, Miss A. Le R. Frampton, Mig J. 
Graham, Miss M. M. Hartley, Miss S.J, 
Howes, Miss C. A. O’Boyle, Miss B, 8 
O’Sullivan, Miss W. Reid, Miss P. J, 
Miss J. Simpson, Miss C. E. Stopforth, Mig 
G. D. Stott, Miss F. B. Welsby, Miss A. 4 
Young. 


Overseas Nursing Service 


The following appointments have bees 
made by Queen Elizabeth’s Ovengeg 
Nursing Service. 

Promotions and Transfers. Senior nursing 
sister: Mrs. D. Delaney, Sierra Léone 
Nursing sisters: Miss M. D. K. Bull, Mig 
E. Collin-Paris, Sierra Leone. 

New Appointments. Nursing sisters: Miss 
C. Campbell, Miss P. D. J. Ruddle 
Uganda; Miss A. Holt, Kenya; Miss M. 
Hourihane, Miss A. A. Peacock, Miss 
M. A. Welsh, Sarawak. Health visitor: 
Miss B. E. Jackson, Kenya. 


Fernholm Party at Severalls 


‘THOUGH PATIENTs in a women’s admission 
block may come and go, it would appear 
that, in the Eastern Counties at all events, 
a talent for cooking can always be relied 
upon. And so, confident in their skill, the 
patients at Fernholm, Severalls Hospital, 
sent out individual and formal invitations 
to each of the hospital’s voluntary helpers 
to attend a ‘thank you’ tea party on 
August 31. In the day room, beautifully 
decorated with flowers and trailing Virginia 
creeper, the hostesses received some 30 
guests and, after a tour of the flower gar- 
dens, sat down with them at 14 prettily 
laid tea tables, or plied to and fro from a 
buffet spread with a bewildering variety 
of fare, all made ‘on the ward’. 

Though the main tribute must go to the 
cooks and cake makers, and to Sister 
Garrod, who did much to encourage the 
venture, all played their part, whether as 


TO THE 
CAMEROONS 


Five nursing officers 
of QARANC board 
the troopship Devon- 
shire’ at Southamp- 
ton. They left last 
week with the hing’s 
Own Border Regi- 
ment for service in the 


southern Cameroons. 


waitresses, hostesses, washers-up or floral 
enthusiasts; a large and _ beautifully 
lettered message of welcome and thank 
on the wall also came in for special praise, 
And who paid for this? The ward fund, 
built up from cookery sales over the past 
year. And this party is only a side-line, for 
most of the money is earmarked for the 
purchase of a ward sewing machine. 

Besides the voluntary helpers, the guests 
included the physician superintendent, Dr. 
Russell Barton, Miss Clarke, the matron; 
and the ward psychiatrist. Thanks for this 
party were expressed by Mrs. Fisher, who, 
with eleven assistants, runs the canteen 
trolley. She also urged her fellow guests to 
enlist more helpers for the library, for 
various forms of occupational therapy, and 
other hospital activities—an appeal which 
deserves to succeed and which, one feeb 
sure, will not go unanswered. 
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SISTER TUTOR SECTION 


South Western Metropolitan. St. Helier 
Hospital, Carshalton, September 15, 7.30 p.m. 
business meeting. (Train from Vic- 


toria, bus 157.) 


OCCUPATIONAL HEALTH 
SECTION 
South East Area Meeting 


The annual meeting for members in the 
South East Area will be held at Betteshanger 
Colliery, Deal, Kent, on Saturday, October |. 
10.30 a.m. Coffee and registration. 

am. Visit to coalmine. 

| p.m. Sandwich lunch. 

rb p.m. Area meeting. 

3 p.m. Film, followed by a visit to training 
centre to see safety equipment. 

4 p.m. Tea. 


West Midlands Area Conference 


A joint area conference with the East . 


Warwickshire Branch of Chartered Society of 

Physiotherapy will be held at Gulson Hospital, 

Gulson Road, Coventry, on Saturday, Oc- 

tober 1. 

9.90 a.m. Coffee and registration. 

0am. Introduction by Mr. H. C. O. Cooke, 
$.E.A.N. 

10.15 a.m. Recent Advancement in the Treatment 
of Fractures, Mr. T. Sergeant, F-R.C.8., con- 
sultant and orthopaedic surgeon. 

11.30 a.m. Miss V. Barclay, F.c.s.P., superin- 
tendant physiotherapist, Patshull Residen- 
tial Rehabilitation Centre, Wolverhamp- 
ton. Film: Rehabilitation. 

23.15 p.m. Area meeting, RCN members 
only. Guest speaker: Miss P. F. Mitchell— 
ng International Congress on Occupational 


3.15 p.m. Visit to new cathedral. 


North Eastern and South Eastern 
Metropolitan. Messrs. Rotary Hoes, Ltd., 
West Horndon, Tuesday, September 13, 7 
pm. Meeting. (Main line Fenchurch Street to 


West Horndon ; or district line to Upminister, . 


thence by bus. ) 


North Western and South Western 
Metropolitan. Thursday, September 15. 
Medical Centre, LTE Chiswick Works, 566, 
Chiswick High Road (opposite Gunnersbury 
Station, buses 27, 91, 270, 655, 657, 667, 701, 
M2, 704, 705,—News from New York, tea 
from 6.30 p.m. 


BRANCHES 


Dartford and North Kent. St. John’s 

» Sutton at Hone, Monday, Sep- 
a 19, 7.30 p.m. Guest speaker, Mrs. 
eodman, chairman, RCN Council. 


Manchester. Nurses residence, Royal In- 
wmaty, Manchester 13, Monday, September 
9, 6. Social meeting. Guest speaker, 
Vis Shirley Keene, lecturer of the National 
Spattics Society, London. 


Marion Agnes Gullan Trophy 
Contest and the Agnes Elizabeth 
Pavey Award 


The subject for the written part of the 
contest is: 


Leisure—does it bring wisdom or decay? 

How can we make the best use of leisure 

to meet the reduced working week of the 
Suture without apprehension ? 


Entry forms can be obtained from the 

Sister Tutor Section, Royal College of 

Nursing, London, W.1, and completed 

application forms should be returned to 
the College by October 1, 1960. 


North Western Metropolitan. St. 
Charles’ Hospital, Ladbroke Grove, W.10, 
Thursday, September 15, 7.30 p.m. Whist 
drive. Tickets, 2s. 6d., from Branch office or 
at the door. (Metropolitan Line to Ladbroke 
Grove, or buses 15, 52, to St. Charles’ Square.) 


Windsor, Slough and Maidenhead. 
Canadian Red Cross Hospital, Taplow, Mon- 
day, September 12, 7.30 p.m. Talk with film 
on Miss Pierpoint’s visit to the Soviet Union. 


FOR MIDLAND ADMINISTRATORS 


An area meeting will be held at Hall’s Croft, 
Old Town, Stratford-on-Avon, on Friday, 
October 28, at 2.30 p.m., for nurse admini- 
strators working within 50 miles of the town. 
Further details later, or inquire from area 
organizer or Branch secretaries. 


Royal Court Theatre, Sloane 
Square, London, $.W.1. Admission 
to any available seat for 5s., 
bookable half an hour before the 
start of the performance only. 
Students are recommended to 
avoid Saturday evening perform- 
ances, as tickets are unlikely to be 
available. 


Boodle and Dunthorne, Lord Street, 
Liverpool 2. 5%, discount on en- 
gagement rings, watches, clocks, 
silverware, etc. 


CONCESSIONS FOR SNA MEMBERS 


Membership of the Student Nurses’ Association provides a number of 

little-known concessions for student nurses. To obtain any of these con- 

cessions, produce your International Student Identity Card, which is issued 
to all SNA members. 


Alkit Ltd., Cambridge Circus, Lon- 


1127 


Royal College of Nursing 


COLLEGE APPEAL 


(i) For the Nation’s Fund for Nurses ” 


Every contribution, small and great, helps 
to make life a little less hard for some nurse 
who has done much in the service of other 
people. We are grateful for every penny we 
receive and we need more. We send our thanks 
to those who have helped this week. 


Contributions August 25—31 
‘I Miss L. A. iffe, M.B.F., 
Miss L. Haxham Griffiths ... €.6 
Total £2 10s. 
E. F. INGLE, 


Secretary, Royal College of N 1 for the 
Nation's Fund for Nurses, Henriette Cavendish 
Square, don, W.1. 

(it) Members’ Special Gift Fund 

We acknowledge with many thanks a dona- 
tion of three guineas from the Huddersfield 
Branch and other gifts from Mrs. Game and 
daughter (per Mrs. Stirzaker), Miss Dreier, 
Mrs. Rowley, Miss Stokes, and Miss E. Wood- 
cock. 

E. F. Incite, Organizer. 


PROPOSED BURY BRANCH 
Meeting at the County Health Offices, 
Parsons Lane, Bury, Tuesday, September 13, 
7 p.m. Speaker: Mrs. Rainey, Bury probation 

officer. All SRNs in the area welcome. 


RoyYAL or NuRSING 
HEADQUARTERS, LONDON: 
Henrietta Place, Cavendish Sq., W.1 
EpinsurGcu: 44, Heriot Row 
Bevrast: 6, College Gardens 


Benjamin Edgington, 18, Arwenack 
Street, Falmouth, 144, Shaftesbury 
Avenue, London, W.C.2, and 2a, 
Eastcheap, E.C.3. 5% discount on 
tents, winter sports and camping, 
etc., equipment. 


Arts Council Galleries, 4, St. 
James’s Square, London, S.W.1. 
Admission 6d. instead of Is. 


don, E.C.2. 10% discount on all 
dress hire. No deposit required. 
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